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GROSS cellulitis of the anterior abdominal wall following umbilical infection must
now be considered to be an extreme rarity in this country.
CASE REPORT
A 3260 gm. female, full-term infant was born on 3.1.73 in a general practitioner
maternity unit, after a normal delivery. The cord was clamped shortly after
birth with a Hollister clip and the infant fed well at the breast shortly afterwards.
The cord stump was cleaned daily with surgical spirit after gentle bathing on a
midwife's knee. The umbilicus was inspected daily by the nursing staff and its
condition gave no cause for alarm during the first 6 days of life.
On the sixth day, when the infant weighed 3120 gms., she was examined by the
family doctor who found a "click" in the right hip. At this time no other
abnormality was noted though the cord had separated. The following day the
infant's temperature was 38.50C and the abdomen was noted to be tender, red
and hard around the umbilical wound. This was then dusted with neomycin/
bacitracin powder (cicatrin) and the doctor arranged transfer to the Neonatal Unit
at the Belfast City Hospital.
On admission the infant weighed 3175 gms. and was pale and lethargic. There
was some peripheral cyanosis and the temperature was 38.3°C. The anterior
abdominal wall in the region of the umbilicus was red and indurated with serosan-
guinous fluid exuding from the umbilical wound (Figure). There was no crepitus
in the tissues. Swabs from the umbilicus and blood cultures were taken before
treatment was started with intravenous fluids, penicillin and cloxacillin. A Gregory
Box was used to administer oxygen, as hyperbaric oxygen was not available.
Culture of the umbilical swabs grew Staph. aureus, coliforms, Cl. Welchii and
Staph. albus but three blood cultures were negative. Radiology of chest and
abdomen showed no abnormality and in particular gas was not present in the
tissues. On admission the haemoglobin was 21.1 gm. per 100 ml. with a total white
cell count of 30,700 per mm3, 71 per cent of which were neutrophils and 25 per cent
lymphocytes. The electrolyte block was normal.
Despite full supportive therapy and the addition of gentamicin to the antibiotic
regime, the infant's general condition deteriorated with spread of the cellulitis
to involve the vulva, upper thighs and lower chest wall. Death occurred on the
eighth day.
Post mortem showed an area of reddish purple induration of the skin extending
120The umbilical region showing the induration with a bead of serosanguinous fluid exuding
from the remains of the cord.
4 cm. around the umbilicus and the underlying tissues and muscles were swollen
and oedematous. There was no recognisable pus and only a slight fibrinous
exudate on the related peritoneal surface and 20 ml. of clear fluid in the cavity.
Microscopically the peri-umbilical subcutaneous and muscle tissues were spread
apart by an eosinophilic exudate and a heavy infiltration by polymorphs, but only
traces of fibrin were present on the peritoneal surface. No gas bubbles were
present. A heavy infiltration by polymorphs occupied the sheath around the
umbilical arteries, but there was no reaction spreading along the umbilical vein.
A complete post mortem and histological study of all organs revealed no other
lesion, congenital anomaly or evidence of dissemination of the infection, and the
thymus showed only slight lymphocytic depletion.
COMMENT
Severe omphalitis amounting to spreading cellulitis of the abdominal wall was
seen relatively commonly before the introduction of antiseptics last century.
Von Reuss (1921) quotes Runge "The term omphalitis is applied to that con-
dition in which inflammation spreads to the cellular tissue of the neighbouring
skin, sometimes in a large area of the abdomen. The condition is a dermatitis
(allied to erysipelas) or a phlegmonous process. The disease generally occurs after
detachment of the cord in the second or third week. The most severe local disease
of the navel is gangrene. Before the antiseptic period the disease was frequent
121like hospital gangrene generally; nowadays (1921) it is only exceptionally observed
and must be unknown among medical men of the younger generation."
In this case the care of the cord followed the usual procedure in the general
practitioner maternity unit. Antiseptics are not used routinely but only if the
midwife suspects the presence of inflammation.
The source of the infection is not clear and no further cases of severe umbilical
infection have been reported from the maternity hospital concerned. The infection
may have been due to either a very virulent organism or organisms in combination,
or to some susceptibility in the host. Externally the infant appeared normal, and
showed a good leucocyte response to the infection. At post mortem the thymus
gland was normal. Organisms that are known to cause a spreading cellulitis are
haemolytic streptococcus and Cl. welchii. The former was not isolated in this
case and the evidence of a clostridial infection is poor due to the absence of gas
in the tissues and of muscle necrosis. The probability remains that the infection
was due to a virulent staphylococcus and that the Cl. Welchii was incidental.
This case illustrates that severe umbilical infection can still occur to-day and
extreme vigilance in the management of the umbilicus remains of utmost import-
ance to all those concerned with neonatal care.
I wish to thank Professor J. E. Morison for his help and advice in the preparation of
this report, and Dr. Murel J. L. Frazer for permission to report on a case under her care.
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